intestine presented, and was drawn out of the abdomen. The loop consisted of about 3 in. of the middle of the ileum, which appeared at first to be twisted, but on closer examination it was seen to be strangulated by a narrow band of peritoneal adhesion. The edge of the omentuin was also adherent at this spot. There were no adhesions to the abdominal wall. The bowel was of a dark-chocolate colour and much distended with gas. I divided the band with scissors, and the strangulation was at once relieved. The band was not more than 4 in. long and very narrow. The bowel was returned into the abdomen and the latter closed in three layers. The whole operation only took about fifteen minutes.
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The child slept well after the operation and caused no anxiety. There was a little anaesthetic sickness for a few hours, and the temperature went up to 99 8°F. next morning. But after that the temperature became normal, and there was no more vomiting. The bowels acted well, as the result of the administration of calomel and an enema on the following day, and the child made an uninterrupted recovery and was sent home on September 24.
I thought this case worth recording, because in any case strangulation by a band is not a very common condition and must be very rare in an infant. I have not been able to find a similar case in a child as young as this in which recovery occurred. The good result I attribute to the fact that the child was operated upon so soon after the onset of the symptoms-namely, within twelve hours. I think the band must have been inflammatory and have resulted from the previous intussusception. Two rather interesting facts also are that the child only vomited once previous to operation, whereas one would have expected that vomiting would have been a marked feature with acute strangulation of the small bowel, and that the bowels acted normally after the onset of the strangulation.
Multiple Peripheral Neuritis in a Child.
I. L., AGED 8. The child was healthy until March, 1909, when she passed involuntarily, during the night, a motion containing several ounces of blood. This was preceded by an attack of abdominal pain, which was relieved by the movement of the bowels. A similar attack occurred in May. In August pain in. abdomen became more or less constant, not related to food, and was accompanied by severe frontal headaches. At the beginning of September more blood per reectum was passed during the night. When she awoke on morning of September 12 she was unable to raise her armns, both sides being affected. On September 16 weakness in legs appeared, and she was brought to hospital. No sore throat; no rash. Youngest of four children; others healthy. On admission: Patient was a well-nourished child; mental condition good; marked loss of power in both upper limbs from deltoid downwards; double wrist drop. Muscles of lower limbs weak, but child walked steadily; no tremor; sensation unimpaired. Muscles of trunk and diaphragm unaffected. Reflexes: Knee-jerks present, but diminished; abdominal, present; plantar, flexor. Other systems showed nil abnormal. A throat swab showed no Klebs-Ldffler bacilli. For the first week or so the muscles of upper limbs became weaker. Quadriceps extensors also became weaker and knee-jerks disappeared. Occasional frontal headache and pain in epigastrium. Since then slow but gradual improvement.
Electrical reactions: All muscles of both upper and lower extremities (except flexors and special muscles of thumb and little finger, and interossei) gave no reaction to faradaic current and reaction of degeneration to galvanic.
Blood exainination: Red blood-corpuscles, 4,984,000; hEemoglobin, 90 per cent.; white blood-corpuscles, 10,500; differential count normal; red blood-corpuscles appeared normal.
Examination of urine and hair for arsenic, and of urine for lead and arsenic gave negative results.
Ophthalmoscopic examination showed no pathological changes.
DISCUSSION.
Dr. GARROD considered that the most probable diagnosis was that the child was suffering from multiple peripheral neuritis of toxic origin, and his colleague (Dr. F. E. Batten), who had seen the case, took this view of its nature. The alternative diagnosis-but, in his opinion, a far less probable one-was that of anterior poliomyelitis affecting all the limbs. The nature of the poison at work remained wholly obscure. Alcohol could be excluded, and there was no tenderness of the weakened muscles. There were none of the characteristic features of diphtheritic paralysis. The gums showed no blue line, and the increase of D-2a I. M., FEMALE, aged 9; swelling of abdomen one year; no previous illness of importance. Two still-births preceded this child. Snuffled as a baby. Liver enlarged and irregular; spleen considerably enlarged; some ascites; no other evidence of congenital syphilis. Cirrhotic facies.
